Author's Response: by Goldfarb, Herbert A.
Re: Laparoscopic-Assisted Vaginal
Myomectomy: A Case Report and
Literature Review
To the Editor:
I read with great interest Herbert A. Goldfarb and
Nicole J. Fanarijan’s article (Laparoscopic-assisted
vaginal myomectomy: a case report and literature
review. JSLS. 2001;5:81-85). The aim of this article was
to present a new minimally invasive technique,
laparoscopic-assisted vaginal myomectomy (LAVM),
used for removing multiple transmural uterine
myomas and faciliting uterine suturing. First of all, I
would like to congratulate the authors on a successful
presentation of the new surgical technique and the
instructively written case report with a well-organized
discussion. Laparoscopic-assisted vaginal myomecto-
my seems to be a very promising method, which
could expand the spectrum of minimally invasive
techniques used for myomectomy.
I think, however, that based on our previous experi-
ences with laparoscopic-assisted myomectomy (LAM)
and classic myomectomies performed via a vaginal
approach, the LAVM method can be applied only to a
select group of patients. We have performed laparo-
scopic-assisted myomectomies since 1998 after an
internship at Stanford University using a method
described by Nezhat et al.1 A critical issue of laparo-
scopic myomectomy (LM) compared with abdominal
myomectomy is an impossibility to achieve a perfect
suture of the defect after removing the intramural
myoma. A combination of laparoscopy and minila-
parotomy improves chances of executing a perfect
suture. Nevertheless, we know from the literature that
even a suture of the uterine wall performed during
LAM does not rule out a uterus rupture and resulting
pregnancy.2
I consider as unsuitable for LAVM cases with myoma
localization in the area of fallopian tube division and
near uterine blood vessels. It would also be difficult to
remove myomas located on the front uterine wall and
in the area of urinary bladder using colpotomy.
Another group of problematic indications is composed
of women with a large myoma and a poor vaginal
access. In our study, criteria for LAM were a myoma
larger than 6 cm or numerous myomas requiring
extensive morcelation.3 In the study group, the mean
weight of the specimen and the mean operative time
were 151.7 g (range 90 to 220) and 76 min (range 50
to 90), respectively. The mean leiomyoma weight
reported by Nezhat et al is 247 g. Goldfarb and
Fanarijan reported the mean size of dominant myoma
6 cm (range 4 to 8 cm) and the mean operative time
93 min (range 60 to 120 ). It would be necessary to
test the above mentioned data that can limit indica-
tions for LAVM during a larger comparative prospec-
tive study. The question is whether the vaginal access
allows for safe use of an electro-morcellator, which
undoubtedly shortens the surgery time, especially
when larger myomas are removed.
It will also be appropriate to study the morbidity of
women with LAVM. According to our experience and
published studies, myomectomies performed via the
vaginal approach are related to an increased rate of
occurrence of febrile states and inflammatory compli-
cations. At the end of my letter, I should like to ask
the authors these questions: How do they interpret an
occurrence of postsurgery urine retention in 3 patients
(27.3%) in their pilot study and whether antibiotic
prophylaxis was performed in their patients?
Sincerely,
Zdenek Holub, MD, PhD
Department of Obstetrics and Gynaecology
Endoscopic Training Centre
Teaching Hospital Kladno
Czech Republic
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Author’s Response:
I agree with the comments that Dr Holub has made.
The LAVM technique is an addition to our armamen-
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fibroids. As noted in the article, we evaluate the cul-
de-sac and identify those patients with adequate cul-
de-sacs that allow us to deliver the uterus into the
vagina.
Secondly, we have not had any difficulty in removing
myomas that are on the anterior surface of the uterus,
and indeed, in 1 patient we removed the myomas that
were identified laparoscopically. This technique is
especially indicated when multiple small submucosal
myomas are present.
In addition, we attempt to map myomas using a pelvic
magnetic resonance imaging (MRI) that gives us excel-
lent insight into the exact number and location of the
myomas, and in our experience, is far better than the
usual abdominal and intravaginal ultrasound.
As far as the interpretation of postsurgery urinary
retention, I believe that it is a reflex spasm secondary
to the retroversion of the uterus. In all cases this urine
retention was self-correcting. In addition, antibiotic
prophylaxis was administered in all patients.
In summary, I believe that the laparoscopic assisted
vaginal myomectomy is a technique that is appropri-
ate for women who have a number of uterine
myomas, especially deep intramural myomas with at
least 1 large sentinel myoma. The sentinel myoma is
removed laparoscopically; the culpotomy is then per-
formed; the uterus is delivered into the vaginal area
through culpotomy and the remainder of the myomas
are removed.
Utilizing this technique, a precise 2 and 3 layer sutur-
ing can be carried out.
Thank you for your kind comments and your insight-
ful evaluation.
Sincerely,
Herbert A. Goldfarb, MD
Montclair Reproductive Center, 29 The Crescent,
Montclair, NJ 07042. Telephone: (973) 744-7470, Fax:
(973) 743-1274, Email: HGoldfarb@HGoldfarb.com
Re: Current Concepts of Pelvic Congestion
and Chronic Pelvic Pain
To the Editor:
I read with great interest the excellent paper by Dr C.
Paul Perry, (Current concepts of pelvic congestion and
chronic pelvic pain. JSLS. 2001;5:105-110). It is true
that association between pelvic congestion (pelvic
varicosities) and chronic pelvic pain is more of a diag-
nosis of exclusion (absence of other findings) rather
than the primary finding we are looking for. The data
on the incidence of pelvic varicosities in patients with
chronic pelvic pain is scarce and often contradicts our
assumption of such an association. Kresch et al found
during laparoscopy that out of 100 women suffering
from chronic pelvic pain 3% had large pelvic veins,
but among 50 asymptomatic women undergoing tubal
ligation large pelvic veins were found in 15%.1 The
valvular insufficiency theory cannot be supported by
the fact that pain due to pelvic varicosities disappears
after menopause. If valvular incompetence is a pri-
mary reason, one would expect pain to increase with
age. On the other hand, we all have been in the posi-
tion of, during laparoscopic examination of patient
with chronic pelvic pain, not finding endometriosis,
occult or overt hernias, or adhesions, yet looking at
the pelvis we were convinced that this patient had
pelvic pain because the pelvis was congested. The
congestion did not have to take the form of pelvic
varicosities. It could appear as hundreds of dilatated
small arteries and venules visible through the peri-
toneum. 
Pelvic congestion is not a cause of pain, but rather the
symptom of the condition maintaining the pain. I
would like to offer a different explanation for the
mechanism of chronic pelvic pain in some women,
especially these with diffuse pelvic congestion.
Some women with chronic pelvic pain suffer from a
form of reflex sympathetic dystrophy (RSD) and sym-
pathetically maintained pain (SMP) involving the
pelvis. For them, minimal endometriosis, occult her-
nias, and pelvic adhesions are the triggers rather than
the cause of pain. Chronic pain is a complex system
of maladjustments within the body and the nervous
system and in particular the autonomic nervous sys-
tem. The autonomic nervous system is the operating
system of our body; it runs programs (routines) to
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